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’. .STATE PLAN UNDER TITLE XIX OF THE SOCIAL, SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-
INPATIENT HOSPITAL SERVICES 

1. Inpatient HOSPITAL Services (Continued) 

Private Pediatric Hospital Inpatient Adjustment 

ATTACHMENT 4.19-A. 
Page l l c  

April 19, 2001 

Effective April 19, 2001, all private pediatric hospitals within the stateof Arkansas as previously 
defined in this section of Attachment 4.19-A shall qualify for a pediatric hospital inpatient rate 
adjustment. The amountof the adjustment shallbe determined annuallyby Arkansas Medicaid based 
on available funding. Each qualifyinghospital’s adjustment amount shall be equal to their pro rata 
share of the total adjustmentbased on thehospital’s Medicaid discharges for the most recent audited 
fiscal year. In no case shall the pediatric hospital adjustment be in an amount that resultsin aggregate 
Medicaid inpatient payments to all private hospitals (including the private hospital inpatient rate 
adjustment) that arein excess of the applicable Medicare relatedupper payment limitspecified in 42 
C.F.R. 5 447.272. 

Payment shall be made on a quarterly basis within 15 days after the end of the quarter for the 
previous quarter. Payment for SFY 2001 shall be prorated proportional to the number of days 
between April 19,2001 and June 30,2001 to the total numberof days inSFY 2001. 
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